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Abstract
Background: Literature has shown the serious impact of severe mental illness on the daily life of caregivers. We
studied reported caregiver support practices by mental health nurses for use in the development of a nursing
intervention. We aimed to explore current caregiver support practices by mental health nurses.
Methods: Twenty-one participants completed semi-structured interviews, and 17 participants attended two focus
groups. All interviews were audio-taped, transcribed and coded for qualitative analysis.
Results: The diversity in caregiver support could best be described by three prototypes: the tolerator, the preventer
and the concerner, representing three approaches of involvement with caregivers. At one end of the spectrum are
mental health nurses (MHN) who are essentially only concerned with the wellbeing of the care recipient and see
the caregiver as a potential impediment in reaching the client’s goals. We call these the tolerators. At the other end
of the spectrum are the MHNs who see the caregiver and the care recipient as inextricably connected with each
other. In these cases the MHN directs her/his intervention towards both the informal caregiver and the care
recipient. We call these the concerners. In the middle position are MHNs who realize that caregivers are important
agents in the achievement of the client’s goals, and therefore consider preventing them from becoming
overburdened as an important goal. We call these the preventers.
Conclusions: Based on the extent to which the MHNs believe that the informal caregiver plays a necessary role in
the client’s support system, and the degree to which they feel responsible for the caregiver’s wellbeing, three
MHN prototypes can be distinguished. These prototypes determine how the nurses’ vision directs their
understanding of their role and responsibilities and the content of their behaviour. This implies that a change in
behaviour needs to be preceded by a change in vision. Therefore, promoting family support cannot be achieved
by one-size-fits-all-programmes.
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Background
Severe mental illness, including bipolar disorder, schizo-
phrenia and depression, is associated with a substantial
loss of quality of life [1], increased rates of mortality and
morbidity, high levels of service use and huge economic
costs [2]. However, it is not only the patients themselves
who suffer. With the deinstitutionalization of care which
has taken place in recent decades, a growing number of
patients are cared for at home by relatives. These care-
givers spend a significant amount of time and energy in
caring for their loved ones, despite the large emotional
burden and the impact on their personal goals [3–12].
Given these consequences, it is not surprising that care-
givers have a significantly increased risk of becoming
overloaded [7, 12–14], which can severely impair their
quality of life, potentially leading to withdrawal from
caregiving.
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Mental health nurses constitute one of the core pro-
fessional groups involved in the treatment and support
of older psychiatric patients and their caregivers. They
meet the caregivers of patients with severe mental illness
in their everyday work. Nursing interventions to address
the essential needs of caregivers can however, be consid-
ered to be still in their infancy [15, 16]. These include
information about the illness and treatment; training
in skills to cope with the illness and its implications for
the family; and support for themselves. For the devel-
opment of a nursing intervention that matches the
complex nature of both patient and caregiver needs, it
is important to identify and refer to existing nursing
practices [17, 18].
We decided, therefore, to conduct a qualitative study
with the aim of gaining insight into the current practice
of mental health care nurses’ support to caregivers of
older adults with severe mental illness. We studied re-
ported caregiver support practices in two large mental
health care organizations in the Netherlands. This study
was embedded in a larger research project focusing on
the development and evaluation of a theory–based nurs-
ing intervention to support caregivers of older adults
with severe mental illness.
Method
A pragmatic approach based on the constant compara-
tive method together with purposive sampling was the
core of this qualitative study and analysis [19–22].
Participants
Mental health nurses from two large mental health care
organizations in the Netherlands were invited to partici-
pate in the study. The MHNs provided care to older
community dwelling or hospitalized clients with a severe
mental illness and their families. The clients were at
least 60 years of age.
To ensure that the MHNs’ perception and content of
caregiver support were explored in diverse situations,
maximum purposive sampling was used [20–22]. Conse-
quently, MHNs with diverse characteristics were included
(gender, education level, and years of experience) and with
different contexts (hospital vs community, organization)
were involved. These characteristics may influence the
perspectives and content of caregiver support.
As graduate nurses (i.e., with a bachelor’s degree) are
the in majority in the teams their personal views and ex-
periences concerning caregiver support carried the
greatest weight. It was considered important that the
graduate nurses would feel at ease during the interviews.
Therefore they were free to choose to participate either
in an individual interview or a focus group. Based on the
level of education of the applied and academic mental
health nurses we expected a “senior” best practice on
caregiver support. This and the fact that they are used to
sharing views on the topic in public were leading for an
allocation in a focus group.
In recruiting the participants the researcher explained
the aim and design of the study to four teams, two in
each hospital, and handed out a written information bul-
letin. One week after the team meeting, the researcher
invited the MHNs to participate, and an appointment
was made for either an individual interview or a focus
group. More MHNs volunteered than required for the
study, thus ensuring saturation. The participants were
assured of anonymity and were free to leave the study
whenever they wished. In total, 38 MHNs agreed to par-
ticipate and they all remained in the study until the data
collection was completed. Table 1 gives the characteris-
tics of the participating MHNs.
Data collection
Data were collected through individual semi-structured
interviews conducted with 21 MHNs, as well as via two
focus groups with 10 and 7 MHNs respectively. Both the
individual interviews and the focus groups were de-
signed to elicit retrospective descriptions of cases in
which the MHNs supported caregivers. The individual
interviews aimed to gain in-depth insight into the re-
spondents’ personal views and experiences concerning
their caregiver support. The focus groups provided an
opportunity to share views on the topic of caregiver sup-
port, ensuring diversity of perceptions. This type of data
triangulation facilitated a deeper understanding of the
MHNs’ views on how they provided support to caregivers.
The data-collection took place between November 2008
and October 2009. The interviews with the individual
Table 1 Characteristics of the study sample







Education level Student 4
Graduate (Bachelor) 24
Applied Master’s Degree 5
Scientific Master’s Degree 5
Department Psychiatry Ambulant 28
Psychiatry Hospital 10
Years of experience MHN (n = 34) 19(mean)
3–40 (range)
Students (n = 4) Traineeship
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MHNs were conducted in a private area adjacent to their
office.
The individual interviews were conducted by the first
author (MZ) and focus groups were facilitated by the
first (MZ) and second author (MA). The individual in-
terviews lasted 60–90 min. Both focus groups were held
in a meeting room also adjacent to the MHN’s office.
The first focus group comprised ten nurses with post-
graduate degrees (Master’s). The second focus group
comprised undergraduate students (4) and graduate
nurses (3). Both focus group meetings lasted 90 min.
Except for one of the individual interviews, all interviews
and the focus group discussions were tape recorded.
Written consent was obtained from the participants.
One week before the interview a case description was
sent to all participating nurses. This case described the
lived experience of a caregiver who had been interviewed
in a previous study conducted by the researcher. At the
start of the interview, the MHNs were encouraged to tell
their story by an open-ended reflective question: “What
are your first thoughts about the case you read while
preparing for this interview?” The intention was to help
the MHNs to more easily verbalize their experience in
daily practice. After the reflection on the case, the MHNs
were asked to describe their own cases and talk about the
attention they give to caregivers in those cases.
A topic guide was used to gain further insight into
daily practice. This topic guide was based on the litera-
ture review [3] and the study about the lived experience
of caregivers preceding this study [23]. Topics were the
MHNs’ opinion about what is important in the support
of caregivers, caregiver-MHN collaboration, the MHNs’
opinion about the caregivers’ needs and the content of
the MHN caregiver support. The latter questions fo-
cused on barriers and opportunities in supporting the
caregiver. The initial question was “What would you do
to assess the caregiver’s situation”? The participants were
invited to describe the content of their best practices by
giving details of events, situations and conversations
with the caregiver. Both the individual interviews and
the focus group discussions followed the natural course
of a conversation. Field notes concerning impressions
gained during the individual interviews and focus group
discussions, as well as information given after the tape
recorder was turned off were written down immediately
after the interviews.
Data analysis
The analysis of the individual interviews was conducted
in a cyclical process in which two complementary and
intertwined strategies were used, namely coding and the-
oretical thinking [22]. A research team of three members
(MIZ, MA, MG), including both interviewers (MZ, MA)
was involved in the entire process of data analysis. Data
collection and data analysis were executed iteratively.
Accordingly, in a first step, two researchers (MZ and
MG) read ten transcripts in full. Analytical thoughts and
ideas with respect to the data were discussed in order to
reach an understanding of the respondents’ point of
view [24]. Notes were made about the initial concepts
pertinent to the interviews [19, 21, 25]. In a second step,
11 further interviews were conducted, and the already
formulated concepts and themes were juxtaposed with
new material [19]. During the meetings, two researchers
(MZ, MG) constantly compared their interpretations of
the data and worked towards consensus about the inter-
pretation of possible meanings thus guiding the constant
comparative analysis. In order to arrive at a more thor-
ough understanding of the participants’ perspectives and
experiences the researchers discussed commonalities,
differences, and explanations for discrepancies between
interviews. Comparing and contrasting elements within
and between cases enabled them to find out what was
shared and what was different. A reflection on this ana-
lysis was described, text parts were coded and a code
tree was developed. Coding was supported by the soft-
ware program MAXqda. In order to further strengthen
researcher triangulation, a third researcher (MA) was in-
volved in the analysis of the individual interviews and a
fourth independent researcher (JG) was involved in the
analysis of the focus groups. The third researcher critic-
ally examined the conclusions based on the interpret-
ation of the data. During triangulation meetings all three
researchers worked together in checking the interpret-
ation of the data against existing data and new materials.
New codes were added and the code-tree was restruc-
tured in accordance with theoretical insights. Concepts
were further categorized and main themes were identi-
fied [19, 20]. Relations between categories and between
themes were established and categories developed. It ap-
peared that the diversity in nursing practices could best
be described by making use of three prototypes. These
prototypes represent three degrees of involvement with
caregivers.
To further strengthen the data analysis [26], the
data from the two focus groups was reviewed by a
fourth researcher. The fourth researcher (JG) read the
verbatim interviews and was then asked to read the
results section. Both the first and this fourth re-
searcher separately categorized all text statements that
were attributable to one of the three types. They
compared their interpretations of the fragments they
agreed on and discussed their differences regarding
allocation to prototype. Differences in opinion about
the allocation could be explained by the fact that the
MHNs exhibited features of the two adjoining proto-
types on the spectrum. This final check showed high
inter-rater agreement.
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Ethical considerations
Ethical approval was obtained from the Institutional Re-
search Ethics boards of Altrecht Mental Health Care
and Symfora Mental Health Care. In the study, written
informed consent was obtained from each participant at
the beginning of the initial interview after they were
given information about the study and informed that
they could withdraw at any time. With permission, inter-
views were recorded using a digital recorder and later
transcribed in full. Confidentiality regarding the col-
lected data was assured.
Results
The MHNs acknowledge the importance of family rela-
tionships, “nobody can do without a family”, but nonethe-
less, their caregiver support varies considerably. Based on
the extent to which the MHNs believe that the informal
caregiver plays a necessary role in the client’s support sys-
tem, and that caregiver wellbeing is important, three
MHN prototypes can be distinguished. At one end of the
spectrum, we have the MHN who sees the caregiver and
the care recipient as inextricably connected with each
other. In these cases the MHN directs her/his intervention
towards both the informal caregiver and the care recipi-
ent. We call these the concerners. At the other end of the
spectrum we see an MHN who is basically only concerned
with the wellbeing of the care recipient and considers the
caregiver to be a potential obstacle in reaching the client’s
goals. We call these the tolerators. In the middle position
are MHNs who realize that caregivers are important
agents in attaining the client’s goals, and consider prevent-
ing them from becoming overburdened as the main goal
of their support. We call these the preventers.
Notwithstanding the distinction of three prototypes, in
practice pure prototypes are rarely seen. Instead, the
MHNs may also exhibit features of an adjoining proto-
type, depending on the specific situation. For reasons of
clarity we describe only the three pure prototypes. Each
prototype description begins with a presentation of the
MHNs’ essential understanding of caregiver support.
Based on this essential understanding, we describe their
interpretation of their role and responsibilities and the
manner in which the MHNs perceive the MHN-
caregiver relationship Table 2. Finally, the MHNs’ as-
sessment of caregiver needs and the nature of the inter-
ventions that fit their respective role conception are
described.
The three prototypes
The tolerator (for illustrative quotes see Table 3)
The tolerator focuses almost exclusively on reaching
the treatment goals set for the client. A tolerator does
not pay serious attention to the caregiver because the
caregiver is seen as a potential obstacle to providing care
for the client. Tolerators also assume that because of the
severity and long-lasting character of the mental illness,
the caregiver may lose interest in the situation and may
no longer wish to be involved. They consider this loss of
contact between client and caregiver and friends an irre-
versible fact. In the eyes of the tolerator, the caregiver
lacks the skills and/or understanding to cope with the
client’s condition and behaviour. The tolerator also be-
lieves that standard provision of caregiver support is ex-
perienced as unwelcome by clients.
As a consequence, the tolerator builds a relationship
with the client only. The attention given to the caregiver
is meant only to obtain the caregiver’s “trust and confi-
dence” in order to gain and maintain free access to the
client and to the necessary information.
Interpretation of role and responsibilities
As the tolerators hold themselves responsible only for
the treatment of the client’s mental illness they feel re-
sponsible for organizing the appropriate treatment envir-
onment. Tolerators assume they are improving the
treatment environment by demonstrating professional
interaction with the client that the caregiver can imitate.
The MHN believes that the caregiver can benefit from
this modelling. The tolerators mention several reasons
why they solely focus on client goals. First they refer to a
work culture in which caregiver support is not consid-
ered an important professional activity and second, in
their opinion, caregiver support adds to the already
existing demanding work situation. The time spent on
the caregiver is not considered justified, and if a need for
help is detected, the caregiver is referred to other profes-
sionals such as a psychologist.
Acknowledgement of the relationship with the caregiver
As the interaction between client and caregiver is con-
sidered a possible threat to achieving the client’s goals,
the tolerator avoids engaging with the caregiver. The tol-
erator’s contacts with the caregivers are meant to gain
the trust of the caregiver in order to obtain access to the
client. Besides gaining trust, the tolerator also wants to
receive additional information from the caregiver about
the client’s illness and treatment. Even in problematic
client-caregiver interaction, the tolerator always chooses
the side of the client. They never intervene in the rela-
tionship between the client and caregiver.
Defining caregiver needs
The tolerator does not focus on the needs of the care-
giver. Although the main focus is on the client’s needs
the tolerator does listen to the caregiver’s story but then
hears and interprets this story from the perspective of
the diagnosis and the treatment of the client’s problems.
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Interventions that meet the caregiver’s needs
The intervention of the tolerator focuses on providing
information to the caregiver about modelling the ap-
propriate attitude and behaviour needed to help the
client. Caregivers are also allocated a function in the
early detection of relapse, although the tolerator first
had “to learn” to see the role the caregivers could
play in this.
The preventer (for illustrative quotes see Table 4)
Occupying the middle position on the spectrum are
the MHNs whose approach is based on the belief that
the client needs the caregiver. The MHN focuses on the
goals set for the client and is at the same time aware that
the caregiver is an important agent in achieving these
goals. The preventer acknowledges that the caregiver’s
“hands-on” expertise is an important source of
Table 2 Summarized results
Tolerator Preventer Concerner
Vision on support ● Relationship only with client ● CG is an ally of the MHN ● Focus is on fostering the quality of life:
Wellbeing of CG, the client and their
interrelatedness● Care for client is main focus
● CG is potential obstacle to
reaching client goals
● Wellbeing of CG and Cl is interrelated
● Assumption that family ties are
irreversibly weak




● Responsible for treatment
environment
● To support CG as teammate by preventing
excessive burden in order to prevent drop
out
● Support both CG and Cl
● Modelling of appropriate CG
behaviour
● Observe CG-client relationship and offer
practical solutions
● Focus on relieving the suffering of both
CG and the Cl and reaching full potential
of both
● CG Problems referred to other
professionals if needed




● Keeping distance ● Equal, professional and trusting relationship ● Aims at building a trusting, reciprocal,
non-hierarchical relationship with CG and
Cl
● Contact only in order to gain
access to client and gain
information about client illness
(manifestation)
● Maintaining the CG-MHN relationship is fos-
tered by recognizable narratives as well as
the CG’s empathy for the client’s situation
and by working together
● CG is viewed as expert
● Relationship is hampered by CG refusing
assistance
● Relationship is based on understanding
the CG as a person
● Present without prejudices
Defining CG needs ● Defining CG needs is not an
issue
● Focus on problems with caregiving tasks
and not on CG emotions
● Emotional impact of the mental illness
on expectations, treat to integrity,
dreams and life course of both the
caregiver and the client
● No systematic assessment of CG needs ● Assess the impact on the
interrelatedness and mutual dependence
of the CG and Cl
● Support based on assumptions about CG
needs rather than facts
● Assessment by open and empathic
listening to the CG narratives




● Information and modelling
concerning behaviour preferred
to reach clients’ goals
● Support by problem oriented and
instrumental advice
● Presence is most important intervention
● Listening to CG stories ● MHN is mediator rather than decision
maker
● Acts more pro-actively as relationship
deepens
● Improvement of mutual communication,
problem-solving strategies and personal
development
● In the case of CG-client conflict in goals CG
support is left to colleague
CG caregiver, Cl client
Zegwaard et al. BMC Nursing Page 5 of 10
information and very useful in the process of diagnosis
and treatment of the client’s problems. Therefore, the
preventer is careful about anything that might place an
excessive burden on the caregiver.
Interpretation of role and responsibilities
The preventers interpret their role as being the team
leader and consider the caregiver a teammate in caring
for the client. This teammate must be prevented from
dropping out, and therefore the preventer focuses on
solving caregiver problems in order to prevent excessive
caregiver burden.
One of the sources of burden is the observable friction
or misunderstanding within the caregiver-client relation-
ship. Preventers therefore closely observe the client -
caregiver relationship, and although they take account of
the emotional needs of both caregiver and client, they
mostly offer practical solutions like respite care instead
of intervening in the interaction. Due to role ambiguity
and uncertainty about their own skills, the preventers
are afraid of “being dragged into the situation”. Pre-
venters refer to situations of this nature in terms of
“problematic family” and feel that because they are not a
therapist, they cannot be expected to provide a solution.
Table 4 The preventer
Aspects Illustrative quotesa
View of support It is very important to involve the family. Because you know it is not possible without the partner and the system. For
the family it is very important that they are heard and seen and work together
Int 42
Interpretation of role and
responsibilities
And the caregiver, she was really burdened as far as I could see. There was considerable interaction between them. They
told me that the general practitioner asked them why they didn’t get a divorce. Well, that also crossed my mind but I
am not in a position to say such things. But they choose to be together and that made things awful. I asked my
superior for advice, because I had never had any training on this topic nor did I have any experience in conversations about
caregiver-client relationships. I tried to offer them some space by organising respite care but I couldn’t get any further.
My superior formulated it as the caregiver’s choice. She said; ‘you gave them advice and if they do not learn from it, it
is their choice and there is nothing you can do about it’. So in the end I gave up, I could not help them but I felt bad
Int 44
MHN-caregiver relationship I assume that when there is confidence and mutual trust, then they will more frequently ask questions for their own
reassurance. This also influences the client
Int 49
Defining caregiver needs Everyone has a family. So to some extent you have to know things about family ties. You need to know what activity
you can expect from family and what information you can give them
Int 48
Interventions They do not communicate but argue. I arrange the medication so they do not have to argue about this
Int 43 I explain things about the illness so they understand
aIllustrative quotes have been slightly edited to improve readability
Table 3 The tolerator
Aspects Illustrative quotesa
View of support I think I have considerable responsibility and I know what I’m doing, because it is about the wellbeing of the client
Int 39
Interpretation of role and
responsibilities
It’s a minefield. I think it has something to do with the culture. It is the client that is important and you cannot just
involve the entire support system. And where does the support stop? It’s the client that matters and to what extent do
you give family support? Do you talk about the client while talking with the caregiver? Do you need to ask for
permission every time? I mean there might be tension because people feel patronized. Or the family member is pressured
because of their history with the client and family members are uncertain about what will happen next. As a
professional you are already happy when you have enough time to do your job properly for the client, and support of
caregivers would be felt as an additional burden
Int 59
MHN-caregiver relationship In the beginning I pretend that I’m interested in the caregiver also and I am a little interested because I have to gain the
confidence of not only the client but also the caregiver. I must have permission to be alone with my client.
Int 39
Defining caregiver needs I believe I’ve done it only once I think; talking with the husband but that is an exception. No, I really focus on the needs
of the client
Int 51 In the case of relapse prevention; “Over time I just had to learn that caregivers do not want to take over your role, yet
they do see the early signals and you can still take that very seriously”
Int 39
Interventions “As an MHN I have to set a good example of how to deal with individual clients. I am used to doing this because I set
examples in groups of clients on the ward where I worked as a nurse”
Int 39
aIllustrative quotes have been slightly edited to improve readability
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In these situations the preventer often responds with
personal judgements.
Acknowledgement of the relationship with the caregiver
Initially, the preventers invest in building a relationship
with the client. Fearing a conflict of loyalty, they pre-
serve a professional distance in their contact with the
caregiver. Encountering the caregiver is seen as some-
thing that comes naturally. Preventers invest in building
an equal and trusting relationship with the caregiver.
Recognizable narratives as well as the caregiver’s em-
pathy with the client’s situation are important conditions
for building this relationship. By working together the
relationship is deepened, and with increasing mutual
trust, the caregiver is more willing to continue to sup-
port the client. The appreciation of the caregiver for the
support as expressed in “I don’t have to face the respon-
sibility alone” is seen as confirmation that the preventer
is giving the right kind of support. If the caregiver re-
fuses assistance, this may be interpreted as a rejection of
the preventer as a person. In such cases the relationship
tends not to develop successfully.
Defining caregiver needs
In assessing the caregiver’s needs, the preventer con-
centrates mainly on problems with caregiving tasks.
Due to client loyalty, the assessment of caregiver
needs almost always takes place in the presence of the
client. The preventer does not systematically assess
the needs of the caregiver; they mostly operate from
assumptions rather than from facts. The preventer is
friendly, empathic and open to questions and narra-
tives from the caregiver, but hardly ever focuses on
the emotions of caregiving. Focusing on caregiver bur-
den would complicate the interpretation of signals of
emotional distress and delay adequate coaching. Ra-
ther than exploring emotional needs, the preventer
prefers to adopt a wait-and-see approach. The quote
about defining the caregiver needs in Table 4 illus-
trates how uncertainty on the part of the preventer in
how to respond to caregiver needs can be interpreted
as “respecting the autonomy of the client”.
Interventions that meet the caregiver’s needs
In order to reduce the caregiver’s burden, the preventer
supports the caregiver with problem-oriented and in-
strumental advice or solutions such as respite care and
homecare. Time after time the preventer listens to the
caregiver’s stories. When the preventer and the caregiver
have become more familiar with each other, the MHN
offers support more pro-actively. When the preventer
experiences a conflict between the client’s goals and
caregiver needs, the preventer often chooses to delegate
caregiver support to a colleague.
The concerner (for illustrative quotes see Table 5)
The concerner focuses on the well-being of the care-
giver, the client and their interrelatedness. In the concer-
ner’s view, the illness and its consequences are not
something the caregiver or the client asked for and they
have already invested a lot in staying together. There-
fore, concerners feel they should foster the quality of
their life together. The concerner does not construct the
individual well-being of the caregiver and that of the cli-
ent as opposites. The way both live their life, their mu-
tual solidarity and the quality of their relationship are all
affected by the illness and its symptoms. They believe
communication between client and caregiver is import-
ant and that a systemic approach is needed in which
particular attention and support is given to quality of life
Table 5 The concerner
Aspects Illustrative quotesa
View of support To boost the caregiver’s strength, to help the client become calmer, less angry, less aggressive. Yes it sounds silly, but to
increase the quality of life of both a little. We cannot heal the past but we can help to make things better for today and
for a positive future together”Int 51
Interpretation of role and
responsibilities
I think you physically must be there for these people, you must get to know them. You must know the system and how
it works and you should be there for them. These people with psychiatric illnesses, they have gone through a lot. That is
why the emphasis is on being there, making contact
Int 52
MHN-caregiver relationship By doing your best to understand why someone does what he does, you learn to know the person behind the caregiver
en you get closer to that person
Int 58
Defining caregiver needs I want to know everything. How they manage their situation, if there are any children. What kind of support they give
Int 45
Interventions When there are things the caregiver does not feel capable of doing, I might take over some concrete tasks for the time
being. I have to pay close attention and listen carefully because caregivers differ in pulling the strings. Some want to
arrange everything themselves while others need help. It is awfully important to allow them this choice and that is what
I do
Int 45
aIllustrative quotes have been slightly edited to improve readability
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issues concerning the caregiver, the client and the soli-
darity between these two persons.
Interpretation of role and responsibilities
Because of their acknowledgement of the interrelated-
ness of caregiver and client, the concerners never hesi-
tate to support both. The concerner feels a responsibility
to relieve the suffering of both caregiver and client and
to help both individuals reach their full potential. In the
concerner’s opinion, there is no urgency to solve all
problems, but a wish to offer empathic presence, atten-
tion and closeness. Concerners do not question the legit-
imacy of their support but they are uncertain about what
so-called professional support must include to be effect-
ive. Therefore the concerners share their experiences
with their colleagues. In doing so they enhance their
skills and expertise and they take their share of profes-
sional responsibility in collaboration with colleagues.
The latter help the concerners to manage their own ex-
pectations about the effectiveness of their support and this
prevents them from being dragged into the situation.
Acknowledgement of the relationship with the caregiver
The concerner aims at building a trusting relationship
with both the client and caregiver rather than being
problem or task-oriented. These trusting relationships
are reciprocal, non-hierarchical relationships, in which
caregivers are viewed as experts and their experience,
strengths and resources are valued: “(int56) who knows
more about yourself than yourself?” During relationship
building the concerner wants to meet the person behind
the caregiver and find out what causes the (relational)
suffering. By giving room to the caregiver’s narrative, the
concerner learns about the meaning of changes in the
caregiver’s life and about how the mutual caregiver-
client dependency makes them more or less condemned
to each other. The concerner is present without preju-
dices. In order to avoid a possible conflict of loyalties
the concerner discusses mutual expectations, and al-
though feelings of sympathy for the caregiver should not
determine the relationship, building a confidential rela-
tionship is easier when no animosity is felt. The concerner
seeks creative solutions to the application of rules and le-
gislation regarding autonomy and privacy. Concerners do
not need the caregiver’s gratitude as an incentive.
Defining caregiver needs
The concerner observes the emotional impact of the
mental illness on expectations, dreams and life course of
both the caregiver and the client. The concerner assesses
caregiver needs, recognizing that caregivers also have to
resolve their own emotional burden, preserve the integ-
rity of their own lives, and fulfil their personal hopes
and dreams. Concerners also assess the impact of the
illness on the interrelatedness and mutual dependence
of the caregiver and client. The assessment of the care-
giver’s needs is a process of trying to get to know and
understand the lived world of caregivers and how they
cope with the serious implications for their own lives
and their changed interaction with the client. With an
open mind the concerners listen to the caregiver’s narra-
tive, try to empathize with the caregiver’s thoughts, fears,
joy and suffering. They also want to know who else is in-
volved in caregiving. In order to learn more about the
caregiver they sometimes invite the caregiver for a con-
versation in the absence of the client.
Interventions that meet the caregiver’s needs
The most important “intervention” is to be present and
listen attentively to the caregiver’s narratives. For in-
stance when a husband tells the MHN he has been very
aggressive towards his wife, he/she “wants to know where
this frustration came from”. The concerners support the
caregiver through continuous consultation. The concer-
ners consider themselves as mediators and not decision
makers. The caregiver is in charge and when the need
arises, the caregiver temporarily lets the concerner take
over some tasks. Besides problem-solving strategies, the
concerners also try to improve communication between
caregiver and client, for instance by mirroring. The con-
cerner encourages personal development so that the
caregivers can handle difficult situations and make deci-
sions about their lives and their shared life with the cli-
ent. Despite their understanding of the situation the
concerners remain uncertain about the effects of their
intervention on the wellbeing of the caregiver.
Discussion and conclusion
The findings
The aim of the study was to explore and interpret current
practices in mental health care nurses’ support to care-
givers. These show great diversity. We can identify three
prototypes in the data: the tolerator, the preventer and the
concerner. These prototypes represent three approaches to
being involved with caregivers. For each type we described
the MHN’s vision, their interpretation of their role and re-
sponsibilities, their acknowledgement of the relationship
with the caregiver, how the caregiver’s needs are defined
and the interventions used in relation to the caregiver.
The tolerator considers the caregiver a possible obstacle
to organising the appropriate treatment environment for
the client. Attention is paid to the caregiver in order to
gain access to the client, to obtain information about the
client and to influence the caregiver’s behaviour. In ignor-
ing the caregiver’s needs the MHN feels he/she is acting in
line with organizational policy. Explicit interventions in
relation to the caregivers are not carried out.
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The preventer considers the caregiver to be someone
who plays an important role in the client’s care. Therefore,
the focus is on preventing overburdening that might lead to
a breakdown of the caregiving relationship. The burden is
observed or presumed rather than openly discussed with
the caregiver. In order to be effective, the preventer invests
in building a relationship with the caregiver. However when
this relationship conflicts with the client’s care needs, it is
the client’s needs that take precedence. In addressing the
caregiver’s needs, preventers mostly use practical solutions,
which they feel are not always effective. Addressing emo-
tional and relational problems is felt to be too complicated.
Concerners focus on wellbeing and not only on the conse-
quences of the disease. They are concerned about client and
caregiver as well as the client-caregiver relationship. They
consider a supportive relationship to be their main tool, and
listening and being present to be their most important
intervention. In providing support, they do not try to solve
problems themselves, but seek to empower the caregiver.
Our study enriches the dichotomous approach prevalent
in studies concerning nurses’ attitudes to supporting fam-
ily members [27]: the studies report that nurses either give
attention to caregivers or not. The third prototype, the
one in the middle, the preventer, is supportive to the fam-
ily member in his or her caring role but does not focus on
the wellbeing of the family member but on relieving the
burden. In our view, the difference in approach between
preventers and concerners cannot be overlooked.
Attention to caregivers’ needs confronts preventers
and concerners with the boundaries of their competen-
cies. Preventers avoid this confrontation by reducing
their involvement, while concerners try to increase their
competency or they make specific referrals.
Unlike the studies of [27–31] our study did not address
the factors that determine whether MHNs are supportive
or non-supportive. We found all three prototypes in the
two organizations, across the different age groups and
among nurses with greater or less experience or different
functions. Neither of the organizations had an explicit
family policy.
Strengths and limitations
The use of constant comparative analyses and the inter-
twined use of coding and theoretical thinking, familiarity
with the culture of the participating organizations, the pur-
poseful sampling of the respondents, the strategies to foster
free expressions of thoughts and data and researcher tri-
angulation all contribute to the credibility of the research.
Dependability is enhanced by a detailed description of the
procedures followed during data collection. Confirmability
is enhanced by triangulation and verification of results by an
independent researcher with data not included in the analysis.
The personal and job characteristics of the participants
were heterogeneous. However, they were recruited from
only two large mental health care organizations. Moreover
eleven of the 38 participating MHNs were working on the
same division as the main researcher. This may have influ-
enced the thoughts shared with the interviewer. Nonethe-
less, the interviews represented a broad spectrum of degree
of concern regarding caregivers. Discussing their own prac-
tice and examples of their daily practice made it difficult to
give socially desirable answers, and if this was the case,
they were rather easy to detect.
As we described, the three types of MHN vary in their
approach to caregiver support. The vision of the MHNs on
caregiver support seems to direct the diversity in approach.
This implies that a change in behaviour needs to be pre-
ceded by a change in vision. In keeping with the phases of
change concept [32] we can say that the tolerator might be
considered to be in a pre-contemplation phase. Interven-
tions to support caregiving are not yet of interest to them.
Hence, teaching skills in relation to these interventions will
not be conductive to behavioural change. Preventers will
need a change in vision from focusing on the consequences
of disease to focusing on wellbeing. The concerners are in
need of interventions that help to broaden the range of
their skills to tackle more difficult situations and to evalu-
ate the effect of their support [33]. Promoting family sup-
port cannot be achieved by a one-size-fits-all programme.
This study constitutes a first step in the field of MHN
support to caregivers of older adults with severe mental ill-
ness. It is recommended that replication of the study
should be conducted with other samples in psychiatry and
other fields of nursing. As a follow up, further research is
planned to address the following: first, identify factors that
might explain how an MHN becomes one of the three pro-
totypes; second, establish which intervention brings prac-
tice more in line with the desirable prototype; third,
explore whether influencing the prototype improves the
situation for both caregiver and client; fourth, examine the
influence of the correlation between expectations and ex-
perienced needs on the one hand, and the caregiver’s be-
haviour on the other hand.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
MZ and MA obtained funding for this study. MZ was leader of the
conceptualization and design of the study, data collection, analysis and
drafting and revising the manuscript. MA participated in the data collection
and the analysis of the qualitative data. MG contributed to the
conceptualization and design of the study, conducted analyses of the
qualitative data, compiled reports and reviewed qualitative findings. PC
contributed to the conceptualization and design of the study and the
interpretation of qualitative data. All authors contributed to the drafting and
revising of the manuscript and approved the final manuscript.
Acknowledgement
We thank the MHNs for sharing their experiences, their knowledge and their
ideas about family support. We are also grateful to Mrs J. Goudsblom for her
help during the analyses of the focus groups.
This study is funded by ZonMw (project number 60–6011098204).
Zegwaard et al. BMC Nursing Page 9 of 10
Author details
1Altrecht Mental Health Care, Gedachtengang 1, 3705 WH Zeist, The
Netherlands. 2Faculty of Social Sciences, VU-University Amsterdam, de
Boelelaan 1081, 1081 HV Amsterdam, The Netherlands. 3Faculty of Nursing
Science, Ghent University, St. Pietersnieuwstraat 33, B-9000 Ghent, Belgium.
4Faculty of Clinical Psychology, VU University Amsterdam, Van der
Boechorststraat 1, 1081 BT Amsterdam, The Netherlands.
Received: 9 November 2014 Accepted: 15 June 2015
References
1. Delespaul PH, the consensus group. Consensus on the definition of people
with a serious mental disorder (EPA) and their number in the Netherlands.
Dutch J Psychiatr. 2013;55:6–427.
2. Evaluation of GGZ mental health services - Update. Sector Report GGZ
(2010) 2010–368. Amersfoort: GGZ Nederland. www.utrechtzorg.net/
download/CAwdEAwUUkNG.
3. Zegwaard MI, Aartsen MJ, Grypdonck MHF, Cuijpers P. Perceived burden of
informal caregivers of elderly persons with a severe functional psychiatric
syndrome and concomitant problematic behaviour: a conceptual model. J
Clin Nurs. 2011;2:2233–58.
4. Stjernswärd S, Sjöblom M. Whose life am I living? Relatives living in the
shadow of depression. Int J Soc Psychiatr. 2008;54:358–69.
5. Wynaden D. The experience of caring for a person with a mental illness: a
grounded theory study. Int J Ment Health Nurs. 2007;16:381–9.
6. Jones SL, David W. Families and serious mental illness: working with loss
and ambivalence. Br J Soc Work. 2004;3:961–79.
7. Ohaeri JU. The burden of caregiving in families with a mental illness: a
review of 2002. Curr Opin Psychiatry. 2003;16:457–65.
8. Karp D, Tanarugsachock V. Mental illness, caregiving and emotion
management. Qual Health Res. 2000;10:6–25.
9. Sisk RJ. Caregiver burden and health promotion. Int J Nurs Stud.
2000;37:37–43.
10. Jeon Y, Madjar I. Caring for a family member with chronic mental illness.
Qual Health Res. 1998;8:694–706.
11. Magliano L, Tosini P, Guarneri M, Marasco C, Catapano F. Burden on the
family of care-receivers with obsessive-compulsive disorder: a pilot study.
Eur Psychiatry. 1996;11:192–7.
12. Montgomery RJV, Gonyea JG, Hooyman NR. Caregiving and the experience
of subjective and objective burden. Fam Relat. 1985;34:19–26.
13. Rose LE, Mallison RK, Walton-Moss B. A grounded theory of families
responding to mental illness. West J Nurs Res. 2002;2:516–36.
14. Biegel DE, Schulz R. Caregiving and caregiver interventions in aging and
mental illness. Fam Relat. 1991;48:345–54.
15. Rose LE, Mallinson R, Gerson LD. Mastery, burden and areas of concern
among family caregivers of mentally ill patients. Arch Psychiatr Nurs.
2006;20:41–51.
16. Sörensen S, Pinquart M, Habil D, Duberstein P. How effective are
interventions with caregivers? An updated meta-analysis. Gerontologist.
2002;42:356–72.
17. van Meijel B, Gamel C, van Swieten Duijfjes B, Grypdonck MHF. The
development of evidence-based nursing interventions: methodological
considerations. J Adv Nurs. 2004;48:84–92.
18. Campbell M, Fitzpatrick R, Haines A, Kinmonth AL, Sandercock P,
Spiegelhalter D, et al. Framework for design and evaluation of complex
interventions to improve health. BMJ. 2000;321:694–6.
19. Boeije H. Analysing qualitative research. Thinking and acting. The Hague:
Boom publishers; 2006.
20. Boeije H. A purposeful approach to the constant comperative method in
the analsis of qualitative interviews. Qual Quantity. 2002;36:391–409.
21. Creswell JW. Research design. Qualitative, quantitative, and mixed methods
approaches. 2nd ed. Thousand Oaks: Sage Publications; 2003.
22. Morse JM, Barrett M, Mayan M, Olson K, Spiers J. Verification strategies for
establishing reliability and validity in qualitative research. Int J Qual
Methods. 2002;1:1–19.
23. Zegwaard MI, Aartsen MJ, Grypdonck MHF, Cuijpers P. Differences in impact
of long term caregiving for mentally ill older adults on the daily life of
informal caregivers. A qualitative study. BMC Psychiatry. 2013;13:103.
24. Annels M. Triangulation of qualitative approaches: hermeneutical
phenomenology and grounded theory. J Adv Nurs. 2006;56:55–61.
25. Wester FPJ. Strategieën voor kwalitatief onderzoek. [Strategies for
Qualitative Research]. 1th edn. Bussum: Coutinho; 1995.
26. Shanton AK. Strategies for ensuring trustworthiness in qualitative research
projects. Educ inf. 2004;22:63–75.
27. Benzein E, Johansson P, Franzén Arestedt K, Saveman B. Nurses’ attitudes
about the importance of families in nursing care. J Fam Nurs. 2008;14:162–80.
28. Jubb M, Shanley E. Family involvement: the key to opening locked wards
and closed minds. Int J Ment Health Nurs. 2002;11:47–53.
29. Sjöblom RM, Pejlert A, Asplund K. Nurses’ view of the family in psychiatric
care. J Clin Nurs. 2005;14:562–9.
30. Blomqvist M, Ziegert K. Family in the waiting room: a Swedish study of
nurses conceptions of family participation in acute psychiatric inpatient
settings. Int J Ment Health Nurs. 2011;20:184–94.
31. Goodwin V, Happell B. Psychiatric nurses’ attitudes toward consumer and
carer participation in care. Part 2 barriers to participation. Policy Polit Nurs
Pract. 2008;9:249–56.
32. Prochaska JO, DiClemente CC. The transtheoretical approach. In: Norcross
JC, Goldfried MR, editors. Handbook of psychotherapy integration. 2nd ed.
New York: Oxford University Press; 2005. p. 147–71.
33. Wright L, Leahey M. Trends in nursing of families. J Adv Nurs. 1989;1:148–54.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Zegwaard et al. BMC Nursing Page 10 of 10
